THE DEVELOPMENT of an aneurysm of the left ventricle is a relatively common sequela of myocardial infarction. [1] [2] [3] [4] The pathophysiological consequences of such aneurysms have been defined by hemodynamic and cinefluorographic studies both before and after successful resection. [5] [6] [7] [8] In contrast, aneurysms of the right ventricle are rare and coronary artery disease is not thought to be an important etiological factor. The majority of such aneurysms are secondary to trauma or surgical procedures involving the right ventricle.9-18 Comparatively few successful surgical resections of aneurysms of the right ventricle have been reported.9' [13] [14] [15] 18 The present communication describes a patient with an aneurysm of the right ventricle which, unlike that in most other reported cases, developed without antecedent surgery or trauma. Hemodynamic and cinefluorographic data were obtained at cardiac catheterization. Surgical resection of the aneurysm was accomplished.
Report of Case H. B., a 44 year old white man, had been admitted to the Duke University Medical Center 8 years prior to the present admission. At that time he complained of fever, migratory polyarthralgias, fatigue, and loss of weight. Examination strongly suggested the presence of polyarteritis nodosa, but this diagnosis was never clearly gression over an 8-year period was well documented radiographically. The ventricular wall weakness was thought to be secondary to previous infection. The normal coronary arteriograms and the absence of histological evidence of muscle pathology in the aneurysmal wall militated against a diagnosis of coronary artery disease. Review of all the myocardial sections taken at the time of operation revealed no evidence of polyarteritis nodosa or infection.
Discussion
The rarity of right ventricular aneurysms in comparison to those of the left ventricle has been well documented in the literature. 1-3 9, 10 The reasons for this difference in incidence are uncertain but the frequent occurrence of myocardial infarction in the left ventricular wall and the hemodynamic differences between the greater and lesser circulations are signifi- The paradoxical movement of such aneurysms during ventricular systole is thought to lead to reduced stroke volume. Predisposition to rupture has been described, but it is not a common occurrence. The aneurysms may also serve as a nidus for thrombus formation. In our laboratory we have studied a second patient with a right ventricular aneurysm who did have pulmonary emboli which were thought to arise from the aneurysmal defect; however, no cinefluorographic evidence of thrombi in the aneurysm was noted at the time of cardiac catheterization. No further emboli have occurred in this patient since the institution of anticoagulant therapy.
In the case presented, the first suspicion of a myocardial lesion was prompted by an unusual left hilar shadow on routine chest x-rays. Unequivocal confirmation of thbe existence of a right ventricular aneurysm was obtained by cinefluorographic delineation of the lesion ( fig. 2 ). Coronary arteriography was performed but did not demonstrate evidence of coronary artery disease. The absence of a positive history of previous trauma, surgery, infarction, or other pathology precluded definitive etiological classification. The age of the patient at the time the aneurysm developed seemed to militate against a congenital origin. The appearance of the aneurysm after an illness in which pneumonitis and loculated pleural effusion were documented and perncarditis was suspected, strongly suggested that the cause was an inflammatory process. The presence of normal myocardial tissue and the absence of coronary insufficiency were compatible with this thesis.
The decision to resect the aneurysm was made because of the incapacitating symptoms of recurrent supraventricular tachycardia, fatigue, and congestive failure. Successful resection of the aneurysm was accomplished, and the patient had an uneventful postoperative course. He was restudied by cardiac catheterization (table 1) , and cinefluorography ( fig. 3 ) demonstrated the absence of the aneurysmal bulge. Unfortunately, the desired improvement in the cardiac output was not demonstrated, but the patient has improved clinically during the 5 months since discharge.
